VISION/STRATEGIC INTENT

SUPPORTING INNOVATION AND BUILDING PARTNERSHIPS TO ENHANCE THE COLORADO NURSING AND HEALTHCARE WORKFORCE
DESIGNED FUTURE
COLORADO CENTER FOR NURSING EXCELLENCE CONTRIBUTES TO THE PROMISE FOR HEALTH BY DEVELOPING AN EXCELLENT NURSING AND HEALTHCARE WORKFORCE THAT MEETS THE NEEDS OF ALL COLORADANS. THROUGH COLLABORATION AND INNOVATION WE ARE A CATALYST FOR CHANGE AND ADVOCATES FOR HEALTH, EDUCATION AND POLICY
"Models of Care" Emerging Practices in Care Delivery across Colorado and Beyond
Colorado faces serious health care challenges: a healthcare workforce that will lose 50,000 (20%) of its employees to retirement during the coming decade; a 65+ population that will increase by 75% to nearly one million during the same time period; and a higher education system responsible for preparing health care providers that is under intense fiscal pressure. Without proactive action now to change the way health care is delivered and help people stay well, Colorado's health care delivery system will be unable to provide high quality and safe health care. If health care providers and their staff continue to deliver care in the same manner they are delivering care now, there will not be a sufficient workforce to meet the burgeoning demand for health care services for Coloradans.
The Colorado Trust's Health Professions Workforce Collaborative will collaborate this year on exploring new models of health care and recommend policy changes that need to occur to assure that health care workers are working in the best way to meet the Trusts' vision to assure access to care for all Coloradans by 2018. An effective health care delivery system will harness technology and maximize collaboration among health care team members to provide the best care for patients in light of health care workforce constraints.
To begin to see possibilities about future care delivery models, several ideas are available from a scan of Colorado health care providers as well as from other efforts that may have a state or national reach. The following overview contains a short description of fifteen different "models of care". We hope you find them stimulating in terms of what might be possible as we collaborate to develop preferred models of care delivery for Coloradans. 
"Models of Care" -Emerging Practices in Care Delivery across Colorado
A good overall review of innovative care models was developed by Health Workforce Solutions, LLC and funded by the Robert Wood Johnson Foundation. Innovative Care Models provides detailed profiles of 24 successful care delivery models. The examples featured include acute care, "bridge continuum" and comprehensive care. For an overview of these projects and their leaders see: www.innovativecaremodels.com.
Poudre Valley Health System's Community Case Management Program
Poudre Valley Health System (PVH) in Ft. Collins is a pioneer in the area of community outreach and has a significant track record of reducing costs and improving outcomes for patients with chronic conditions. In a summary of the program, the staff has identified that effective case management programs are a vital key to improving community and public health. The Community Case Management Program at PVH, serves individuals who often have limited health care options-primarily the lowincome, elderly and chronically ill.
Each year, close to 400 clients receive one-on-one services at no charge from advanced practice nurses (APNs) and a social worker. Case managers enter clients' homes to improve their functioning and life circumstances by monitoring their physical and functional well being, managing chronic illnesses, accessing community resources, navigating Medicare, Medicaid, disability benefits and other insurance providers, maintaining maximum independence at home and helping clients cope with complex psychosocial issues. Nurses provide comprehensive, non-invasive client assessments and health education and assist clients in using the health care system.
The Community Case Management (CCM) Program primarily serves the elderly, frail population that experiences confusion, complex diagnoses, chronic conditions (CHF, COPD, CAD, CVA, hypertension, diabetes, depression, bipolar, cancer and pain), frequent emergency department (ED) visits and inpatient stays, inadequate coping skills, insufficient financial resources and ineligibility for home care. Referrals to this no-charge, hospital-funded program often comes from PVH social workers and discharge planners, family members, community agencies and physicians. A referral does not require a doctor's order. Clients receive routine visits and/or calls each month. Through this support a strong, therapeutic relationship is formed and health is stabilized and improved. The number of times a client is admitted to the hospital or visits the emergency department declines significantly.
Clients and their families see case managers as invaluable resources. Clients report feeling more at ease and effective at managing their chronic conditions and lives. The goal of successful community case management is to increase client self-efficacy and quality of life.
Community case managers continually strive toward excellence and best practice in nursing, with goals to improve data collection and develop sound evidence-and research-based practice. PVH is dedicated to maintaining and growing its nationally-recognized CCM Program. The CCM Program was nursecreated and is completely run by case managers today, having expanded through the years from two to six staff. The five advanced practice nurses and one social worker meet regularly to discuss case studies and community resources, determine quality indicators, review current research, share knowledge on key changes and new topics and collaborate to design solutions to difficult problems. Finally, case managers track data and provide measurable outcomes to prove the Program's success.
The CCM Program stands apart from other community case management programs throughout the nation in that it is 100% financially supported by the hospital. It serves clients long and short-term without limitations on time or conditions. It has documented sustained cost-savings to the institution which significantly surpasses the cost of the Program. Finally, it has a proven track record; the Program is in its fourteenth successful year. Other community case management programs do exist but they differ from this Program in significant ways such as reliance on grant funding, restrictions on specific diagnoses and limitations on services.
This Program offers the nation a model that could greatly impact how nurses and hospitals provide care to chronically ill patients with complex diagnoses, inadequate coping skills, inadequate support systems and insufficient financial resources. These patients typically slip through the cracks; they do not qualify for or cannot afford home care, leaving them to deal with complex issues as best they can which results in inappropriate emergency room, hospital and doctor visits. The CCM Program advances the concept of community health-a combination of social work and nursing-that allows nurses to be involved with the whole person, not just a specific health issue. This progressive idea has the potential to change nursing for complex patients from a needs-based, reactive practice to a whole person, pro-active practice.
Grand Junction: A Community Healthcare System that Works
One of the most well-known health care regions in the country and one that is garnering a significant amount of media and policy maker attention is Grand Junction. Hidden from much of that media attention is the significant role that nurses' play in assuring that Grand Junction's health care system works effectively. Nurses have and will continue to have a key role in creating a vision for the health care community, sharing information to assure quality and efficient use of resources, and supporting the seamless transfer of patients in and out of care delivery sites (including the uninsured). As a result, healthcare in Grand Junction maintains high quality, efficient outcomes and provides care at lower costs than much of the United States.
Len Nichols, noted health reform analyst from The New America Foundation, states that "many lessons from the Grand Junction experience should inform the national health reform debate." The existing as well as an expanded role for nurses in Grand Junction should also be carefully examined and used to help inform the Robert Wood Johnson Foundation Initiative on the Future of Nursing at the Institute of Medicine. The team-based approach to care with nurse's serving in key foundational roles will help the Initiative redesign the role of nurses within the context of the health system, as well as provide direction for maximizing the roles of all caregivers. Furthermore, the Grand Junction experiences also provide practical ways to use technology, especially health information technology, to improve cost effectiveness and quality of care delivery.
Rocky Mountain Health Plan (RMHP) is a significant part of the reason for Grand Junction's success. RMHP is an independent, not-for-profit health benefits provider that has served Coloradans for more than 30 years. RMHP provides innovative health plans to individuals of all ages and businesses of all sizes and prides itself on excellent customer service. The Director of Case Management Services, Sandra Dowd, compiled a list of RMHP nursing efforts aimed at helping assure members get the type of care they need. Sandra's summary is attached and available for your review.
The future of the health care system will increasingly rely on nurses to help coordinate and connect patient services. The services offered by RMHP are helpful not just for the success of a health plan, but also to support the seamless community delivery of patient care. Similarly expanded roles for nurses are needed in home health, long term care and many other parts of the health care system. As our health ca re system is required to cover an increasing number of patients who will have access to health care, using nurses in different roles will be necessary to assure that our citizens get care.
Centura Health At Home: Serving the Real Needs of Patients
Erin Denholm, CEO of Centura Health At Home, is a leader who knows the role of the nursing workforce in responding to the current and future demands of a reformed health care system. While in the RWJ 2003 Nurse Executive Leaders program , Erin designed a demonstration project to allow for expansions of telehealth services to home care patients. Through legislation and significant advocacy from Erin, reimbursement for telehealth became more of a reality. Ms. Denholm and her team at Centura Health System clearly understand the role of nursing in shaping and reforming health care delivery.
The following information describes the telehealth program and the impact Centura Health at Home has had on community members in the Denver and southwestern regions of Colorado.
Centura Health At Home (CHAH) is the largest home care organization in Colorado and is part of the Centura Health system, a not for profit, faith based health care system. CHAH has six sites that provide home care, hospice, infusion, medical equipment and oxygen to patients in their homes. CHAH was the first provider in Colorado to institute an interactive Telehealth Program. The telehealth nurse can monitor the patient each day in real time as well as do a video visit to see the patient and interact one on one with the patient in their home. Started in 2004 as a pilot project in Colorado Springs for patients who had Congestive Heart Failure (CHF), the program has grown into a nationally acclaimed success. In 2006, the telehealth program was expanded into the Denver market as well as Pueblo and Canon City.
When CHAH did the pilot for CHF patients, the outcomes exceeded expectations. There was a 100% reduction in emergency room visits and a 90% reduction in re-hospitalizations. These patients were tracked one year post telehealth services with 81% of the patients remaining out of the hospital. This is because the patients receive extensive education about their disease and assistance in changing their health habits.
Today, over 900 patients have received telehealth services. The numbers of hospital admissions of telehealth patients that come through the Centura system are tracked and indicate that 90% of patients prior to telehealth had at least 1 or more hospitalizations. Looking at telehealth heart failure patients (the number one chronic disease for telehealth), indicates that within a 30 day period they have a readmission rate of only 9.7%. Within that same time frame of 30 days, hospitals nationwide have a readmission rate of 20%. Telehealth has shown tremendous savings in healthcare dollars by eliminating the need for patients to go back to the hospital.
It is clear that the technology of telehealth is the future for home care agencies. Not only has it proven to keep patients with chronic diseases in their homes longer but has allowed the patient to be part of their own care by learning how to live with their disease. The patient becomes an active participant in their care by answering real-time diagnosis specific questions as well as taking their vital signs each day. Knowledge is power as the patient is educated and learns how to live a better life style and more effectively manage their illness.
In addition, Telehealth is also the future for nursing and health care delivery as a whole. By placing the telehealth unit in the patient's home, the nurse can monitor the patient's vital signs, weight and oxygen saturation every day as well as review the responses of the questions posed to the patient. The telehealth nurse can determine if the patient is showing signs of distress or decline. The nurse is able to intervene at the right time to prevent the patient from having an exacerbation of their disease. Use of critical thinking skills is needed to know if a home visit is indicated. The telehealth nurse does all of this either from their office or home through a secure website. With a caseload of 40 patients, the telehealth nurse can monitor and do video visits on 12 patients a day as opposed to a home care nurse who averages 5 patients a day with a case load of 20 patients. Knowing the daily status of each patient, the nurse can intervene at the right time while the home care nurse may not know the status of patients until a home visit is performed, perhaps twice a week. By the time the home care nurse does visit, the patient may already be back in the hospital.
As the average age of nurses continues to increase with fewer nurses graduating from nursing programs, the nursing shortage will become more severe. Younger nurses can handle the 12 hour shifts required by hospitals but it is more difficult for the older nurse who still has much experience and knowledge to offer patients but cannot tolerate the grind of 12 hour shifts. These are the nurses leaving the hospital setting in increasing numbers. For home care nurses, it is the driving from one patient to the next that takes a toll and one of the reasons nurses leave home care. Telehealth is one way to meet both the challenges for the hospital as well as home care. Using telehealth tools, the nurse remains a very vital component in the health care system by monitoring, doing video visits, educating the patient about their disease, handling a larger caseload and enabling the nurse to make a difference in the lives of many more patients.
Sheridan Health Services
Sheridan Health Services was created and is managed through the cooperative efforts of the Sheridan School District and The University of Colorado at Denver and Health Sciences Center School of Nursing to bring affordable health care to the Sheridan community. Sheridan Health Services is a nursemanaged center funded through the Health Resources and Services Administration (HRSA) Bureau of Health Professions. The center provides primary health care services to persons of all ages, including physical assessments, immunizations, minor acute care, and management of stable chronic disease conditions, prenatal care, and referrals for complex and emergent care. Mental health counseling and support groups are also available through an on-site behavioral health specialist. Specialties seen at the clinic include pediatrics, family health, nurse midwifery, women's health, and behavioral health. Amy Barton, Ph.D., R.N. is a key leader in the Sheridan Health Services.
Northwest Colorado Visiting Nurses Association
The Northwest VNA is led by Executive Director Sue Birch. The Northwest Colorado VNA offers a variety of services for the 20,000 residents of rural northwest Colorado and provides excellent ideas for possibilities for serving all ages in a rural area. Two of the programs of the Northwest VNA are described below.
Aging Well is a comprehensive community-based program of healthy aging for men and women 50 and older. Emphasizing wellness and prevention, Aging Well empowers older adults to stay active and engaged in community life and to remain healthy, safe and independent at home for as long as possible. 
Family Nurse Partnership
Nurse-Family Partnership helps at-risk, first-time mothers have healthy pregnancies, improve child health and development, and become more economically self-sufficient. Public health nurses are the backbone of Nurse-Family Partnership's success. Since the program's beginning, nurses have been instrumental in shaping and delivering this evidence-based, community health program. Because of their specialized knowledge, the public health nurses who deliver the Nurse-Family Partnership program in their communities establish trusted relationships with young, at-risk mothers during home visits, providing guidance for the emotional, social, and physical challenges these first-time moms face as they prepare to become parents.
The Nurse-Family Partnership National Service Office, located in Denver, is a non-profit organization that provides implementing agencies with the specialized expertise and support needed to deliver NurseFamily Partnership with fidelity to the model -so that each community can see comparable outcomes. • Problem Statement: In Colorado and nationally, access to healthcare and particularly primary care services is a growing concern. Primary care providers are in short supply, and the uninsured population is on the rise. Uninsured patients are less likely to seek out preventive care services, and are more likely to go to the Emergency Room for non-urgent care, increasing the cost of healthcare. In rural areas the problem is exacerbated because of a higher uninsured rate compared to urban settings, and due to a higher shortage of healthcare providers.
• Opportunity: To increase health care access in urban and rural areas, it is necessary to evaluate current resources and explore innovative solutions. The Community Paramedic model is a solution that provides access to healthcare services for vulnerable populations. Paramedics have the training, expertise and scope of practice to provide care services such as assessments, blood draws, wound care, diagnostic cardiac monitoring, medication administration, and have proven their ability to take health care into the home.
International Community Paramedic models have provided Emergency Medical Service (EMS) personnel with additional training to enhance their skills within their scope to provide expanded community services such as post-op follow up, hospital discharge follow up, fall prevention within the home, medication reconciliation, and wound care. EMS personnel are integrated throughout the healthcare system, allowing them to easily provide services within their scope of practice to improve access to primary healthcare services that often overwhelm the system and increase healthcare cost. The CPP has demonstrated increased health outcomes and cost savings.
• 
Activities fundamental to the initiative:
• Program participation over 4 years • Onsite, virtual office, and telephone practice redesign and quality improvement coaching • Establishment of practice improvement teams to make local changes • Collaborative learning sessions in the region and nation • Shared resource development across clinics • Shared data across clinics • Local and nationally recognized practice redesign consultation • Build regional capacity for improved reimbursement and coordination among community resources • Improve operational efficiency and quality in primary care safety net clinics • Enhance regional capacity to support and sustain practice improvements
Over-arching visions, strategies, and goals for CCHN
• To be a national and state leader in patient-centered medical homes for Safety Net Clinics.
• To demonstrate that Colorado clinics provide exemplary, high quality health care services to families and individuals in need • To provide technical assistance and training to clinic sites that is practical, culturallysensitive, and builds upon existing quality improvement initiatives and programs at the clinics.
• To actively seek supplemental funding sources • To support clinic sites in effective data collection and minimize unnecessary work for clinic sites.
• To fulfill all goals set forth by TCWF, Qualis, and the Key Stakeholders Group.
• By the end of year one, CCHN staff working SNMHI will have developed high functioning Medical Home teams at every participating clinic.
• By the end of year two, CCHN will have developed a learning community of participating clinics, Key Stakeholders, and collaborating medical home projects.
• By the middle of year three, CCHN staff will have addressed common outcomes and trends and will begin to address spread of the SNMHI.
• By the end of year three, CCHN will have developed a concept for spread of the SNMHI to all Colorado CHCs • Work with NACHC, state PCAs, and other partners o share information and strategies for working with Safety Net Clinics to develop medical home models.
Over arching vision, strategies and goals for Clinics
• To provide exemplary patient-centered health care services to families and individuals in need.
• To participate in SNMHI meetings and activities including: data reporting, quality improvement activities, and best practice sharing.
• To communicate and share best practices, resources, and successes with other Colorado clinic sites, CCHN, and Key Stakeholders of the SNMHI initiative. .
• By the end of year two, participating clinics will have developed and implemented a structure for Medical Home transformational changes.
• By the middle of year three, clinics will have addressed common outcomes and begin to develop their spread plan that will flow into year four.
Role of the Medical Home Facilitator
• Employ -group facilitation and communication skills to provide technical assistance and support to clinic teams over the phone and in person.
• Apply experience in quality improvement initiatives at clinic sites to support project implementation and satisfaction • Attend and facilitate quality improvement and data collection meetings at clinic sites throughout Colorado.
• Apply writing and project development/management skills to fulfill all requirements by TCWF, Qualis, the Key Stakeholder Advisory Group, and other initiative requirements • Employ creative problem-solving skills to manage change and conflict effectively
Colorado Clinical Guidelines and Patient Centered Medical Home (PCMH)
Colorado is the site of a Multi-Payer, Multi-State Patient Centered Medical Home Pilot that includes multiple participants at both the local and national level. The Patient Centered Medical Home (PCMH) is not a place but an approach to providing continuous, comprehensive, coordinated care, with a partnership between patients and their personal healthcare team, as part of an integrated medical neighborhood.
The Medical Home emphasizes a whole person orientation with coordinated care across all elements of the health care system; enhanced access to make it easier for patients to contact their personal healthcare team; and improved quality and safety by promoting prevention, proactively managing chronic illness, engaging patients in their care to attain optimum health, and using electronic systems to support this work. To enable practices to make this transformation and build important infrastructure, the PCMH model realigns payment to include a standard fee for service, a monthly care management fee and a bonus for meeting or exceeding quality outcomes. This 'blended' payment model shifts the focus of care delivery away from episodic care toward more comprehensive, holistic care and incorporates the characteristics associated with both lower costs and better outcomes.
The PCMH model will be tested in sixteen Family Medicine and Internal Medicine practices selected from across the Colorado Front Range as well as several practices in Ohio, our partner state. Following an initial preparation period, payment for the two-year PCMH Pilot will begin in spring 2009, once practices have met specific requirements to achieve at least a Level 1 NCQA Medical Home designation. Practices will receive modified payments for up to 30,000 patients covered by the participating health plans, including Anthem-WellPoint, United Healthcare, Humana, Aetna, CIGNA, Colorado Medicaid and Colorado Access.
The Colorado Clinical Guidelines Collaborative (CCGC) will serve as the Convening Organization and provide technical assistance for the PCMH Pilot practices in Colorado, including in-office coaching and innovative technology. The pilot will be evaluated by Meredith Rosenthal, PhD from Harvard School of Public Health to determine the effect on quality, cost trends and satisfaction for patients and their healthcare team. Funding for the pilot has been generously provided by The Colorado Trust and The Commonwealth Fund.
Transitions of Care
Jane Brock, MD, MSPH is the Clinical Coordinator for the Colorado Foundation for Medical Care's Medicare quality improvement program, including local and national projects conducted under contract by the Centers for Medicare and Medicaid Services (CMS). The term "care transitions" refers to the movement patients make between health care practitioners and settings as their condition and care needs change during the course of a chronic or acute illness. For example, in the course of an acute exacerbation of an illness, a patient might receive care from a PCP or specialist in an outpatient setting, then transition to a hospital physician and nursing team during an inpatient admission before moving on to yet another care team at a skilled nursing facility. Finally, the patient might return home, where he or she would receive care from a visiting nurse. Each of these shifts from care providers and settings is defined as a care transition.
"Care transitions is a team sport, and yet all too often we don't know who our teammates are, or how they can help." ~ Eric A. Coleman, MD, MPH A recent position statement from the American Geriatrics Society defines transitional care as follows: For the purpose of this position statement, transitional care is defined as a set of actions designed to ensure the coordination and continuity of health care as patients transfer between different locations or different levels of care within the same location. Representative locations include (but are not limited to) hospitals, sub-acute and post-acute nursing facilities, the patient's home, primary and specialty care offices, and long-term care facilities. Transitional care is based on a comprehensive plan of care and the availability of health care practitioners who are well-trained in chronic care and have current information about the patient's goals, preferences, and clinical status. It includes logistical arrangements, education of the patient and family, and coordination among the health professionals involved in the transition. Transitional care, which encompasses both the sending and the receiving aspects of the transfer, is essential for persons with complex care needs. For more information on Transitional Care, see: www.caretransitions.org .
Columbine Health Systems
The strategic intent of the Columbine Health System is the comfort and safety of seniors. Their network of services include skilled nursing facilities, both independent and assisted living options, rehabilitation and therapy services, home care, pharmacy, and medical equipment and supplies. It is unique in its comprehensiveness and seamlessness between various levels of services needed by the senior population.
The two campuses of Columbine Health Systems, located in Fort Collins and Loveland, provide senior clients and their families a chance to create a living environment that caters specifically to their needs and provides a chance to continue living an integrated life. At Columbine, they are committed to their community because of the local ties; decisions are made locally and in relation to the clients served, the employees in the operation, and the surrounding neighborhoods. Currently, over 1,100 local residents are employed within the facilities and there are a number of employees, nurses, dietary staff, pharmacy techs, and others who have been with Columbine Health Systems for over 25 years. Columbine staff works in conjunction with many local education centers so that grants and collaborations can be pursued as a means to help increase the numbers of health care workers. At Columbine, service learning is significant to the success of the staff in creating appropriate care and services for the seniors. Columbine plans to energize and replenish the workforce by providing more training, skill and professional development and by re-enforcing the idea of long-term care as a viable career opportunity.
Physician Health Partners (PHP)
Founded in 1996, Physician Health Partners (PHP) is a health care management services organization with 150 physician members. Based in northwest Denver, PHP believes physicians and other providers have the capability and responsibility to drive high quality, cost-effective healthcare for patients. Jay Want, MD is President of PHP.
According to PHP information, their innovative services create solutions for the healthcare market by delivering performance tools and expertise to improve healthcare quality, reduce overall system costs, and increase the clients' business success. Their current customers include adult Independent Physician Associations (IPA), pediatric IPAs, and self-funded government contracts. Their mission is to improve the success of their clients by helping them provide high quality, efficient care for their patients. PHP's values include dedication to serving their clients with wisdom, creativity, and dignity; serving their employees with respect and humor; and serving themselves by growing, learning, and striving for excellence. PHP provides a model for physician collaboration and through the joint efforts of physicians, care will be delivered more effectively and efficiently. PHP was founded on the belief that physicians have the responsibility and the power to drive better and more cost-efficient healthcare for their patients. Our foundation is the Primary Care Physician (PCP) because they are trained to provide a broad spectrum of care, and are in the best position to know each patient as a complete human being. When specialty care is needed, patients are referred to a network of trusted specialists and ancillary service providers that share their values and commitment to excellent healthcare.
"Models of Care" -Emerging Practices from Outside Colorado
Transforming Care at the Bedside (TCAB)
Transforming Care at the Bedside Collaboratives provide results-focused improvement opportunities to teams with a wide range of content and improvement experience. Participants start with in-depth diagnostic and goal-setting processes and identify initial areas of focus based on their expertise in the topic and in improvement. Teams engage in rapid testing of changes that have been shown to improve care, adapting them to their own settings, and constantly measuring the outcomes.
Learning takes place in a variety of settings:
• Virtual learning sessions on WebEx several times per year to gather expert knowledge from faculty and teams, share tools and information with colleagues, and action plan with your team
• Bi-monthly conference calls facilitated by expert faculty in each of the five intervention areas to review and plan tests of change, gather knowledge and tools, and share progress
• Self-paced online resources from other teams and faculty to bolster your team's learning • Access to the Extranet, IHI's private web-based work space, for sharing data and documents • Listserv communication that is available all the time to all team members and faculty • One 3.5-day workshop in the fall, including a day-long idea generation session, and intensive workshops to teach the foundational aspects of the five intervention areas. Teams leave the workshop with a specific action plan, including a schedule and curriculum for the intervention calls and activities for the months following the workshop.
Program of All-inclusive Care for the Elderly (PACE)
The Program of All-inclusive Care for the Elderly (PACE) model is centered on the belief that it is better for the well-being of seniors with chronic care needs and their families to be served in the community whenever possible. Available in all fifty states, PACE serves individuals who are aged 55 or older, certified by their state to need nursing home care, able to live safely in the community at the time of enrollment and live in a PACE service area. Although all PACE participants must be certified to need nursing home care to enroll in PACE, only about seven percent of PACE participants reside in a nursing home. If a PACE enrollee does need nursing home care, the PACE program pays for it and continues to coordinate his or her care.
The PACE model of care can be traced to the early 1970s, when the Chinatown-North Beach community of San Francisco saw the pressing needs for long term care services by elderly immigrants from emigrated from Italy, China and the Philippines. Dr. William L. Gee, a public health dentist, headed the committee that hired Marie-Louise Ansak in 1971 to investigate solutions. They, along with other community leaders, formed a nonprofit corporation, On Lok Senior Health Services, to create a community based system of care. On Lok is Cantonese for "peaceful, happy abode." On Lok, inc. serves seniors in the community through:
• On Lok Lifeways -a comprehensive health plan that provides long-term care for eligible seniors. The program offers full medical care and support services with the goal of helping seniors live at home and in the community for as long as possible.
• 30th Street Senior Center -the largest multi-purpose senior center in San Francisco offering a broad range of programs including a senior center, nutrition and congregate meals, home delivered meals and bilingual case management.
• On Lok Intergenerational Program -a program that brings together On Lok Lifeways members and children from neighboring childcare centers and elementary schools.
• Housing -three buildings with various types of residential units for older adults. 
Syntegrity™ Standardized Perioperative Framework
Any new model of care will of necessity make more effective use of technology, from telemedicine to broader forms of health information technology. One example of a use of technology is the Association of Perioperative Registered Nurses (AORN), Synetgrity program, which brings standardized documentation to the perioperative profession. With AORN's Syntegrity™ Standardized Perioperative Framework, variability and extra time taken for additional steps is eliminated, because this new IT tool automatically uses a standardized nursing language for all data elements. This documentation systemand others-allows caregivers to decrease unnecessary steps for things like CMS-required elements, which take time away from the patient.
AORN's Standardized Framework includes current nursing language (PNDS), AORN's standards and recommended practices, regulatory and accreditation requirements and work flow processes in a standardized language. Syntegrity™ helps meet the needs of healthcare organizations, facilities and regulatory bodies to meet the federal mandate to create an interoperable electronic health record by 2014. Recent developments, such as the new agreement to establish a joint health record for the Department of Defense and the Department of Veterans Affairs, point to an increasing push toward widespread standardization for electronic health records.
Syntegrity is a demonstration of the demand for health care workers to be leaders in development of products and services to help healthcare teams provide an integrated plan of care using advanced interactive technology and information systems. It might be that nursing informatics is at the leading edge of solutions that can positively impact the delivery of state of the art healthcare, lower its cost and dramatically improve patient safety across the entire industry. Since many new models of care will require complex information systems, collaborative educational preparation of future health care workers is necessary to develop competencies in this area.
Summary
People in western states are known for their hard work, rugged individualism and ability to overcome challenges through talent and effort. Nurses and their partners in the other health care professions in Colorado demonstrate those characteristics as well. Colorado health care employees are in the forefront of creating a preferred future for the delivery of healthcare across regions of the state.
As these examples demonstrate, the emerging new models of care are a blend of technology, new workforce skills, a focus on prevention, and teamwork. The models created to transform the delivery of care in their communities have led to significant improvements in quality and access to health care. Added to that is a healthy dose of collaboration and a strategic intent to support the health needs of their community members.
Colorado nurses and allied health care professionals are making a difference, trying new models of care for their communities and taking significant strides to serve their constituents. They are not waiting to be told what to do, rather are getting to the work at hand and providing care to meet the needs of their fellow men and women.
In closing, below are some questions to ask when exploring a possible new model of health care:
• What are healthcare workers doing?
• Where is the care delivered? Are the primary sites still hospitals and clinics?
• What makes healthcare workers excited about their job and going to work every day?
• What does "work" look like? Do healthcare providers "go to work" or do they work virtually at home? • Do healthcare workers feel like they are able to give the kind of care that Coloradans need?
• What kinds of services are healthcare workers providing?
• Where do healthcare workers get the education and preparation they need to deliver the types of services that Coloradans need? • What is the content or competencies that healthcare workers need to master to provide care?
• Who is responsible for making sure healthcare workers get paid to provide care? • What is "care"? Does it include alternative therapies or still the traditional allopathic services?
• Does Colorado still license healthcare workers? If yes, what kinds of changes have been made to maximize the opportunities for providers to give care to more people and meet the increase demand for care? • Where does the money come from to pay for the care?
• Who does what? How are healthcare workers maximized?
• What barriers do would arise in expanding a program to a larger group of people?
